The child was born alive but asphyxiated. It seemed to make satisfactory progress, but ultimately died on the twelfth day of convulsion, the result of the cranial injuries. She is at present again pregnant and expects her confinement in September when I intend to deliver her by Coesarean section.
The first case of this kind was recorded by Truzzi. Next are two recorded by Strassmann'; another by FrAenkel.2 I performed the operation because the patient had had two miscarriages. This occurrence seems to be fairly frequent, to judge by recorded cases, and is probably brought about by irregular contractions in the two uterine horns.
The operation can only be performed where the two halves are absolutely symmetrical. It is very easily carried out. A V-shaped wedge is removed, and the two halves of the uterus are brought together and carefully stitched. There was no difficulty in approximating the two halves. All the sutures should be inserted before any one is tied, and I inserted them through as much of the muscle tissue as possible. After tying the principal sutures, I inserted one or two stitches between, so as to bring the edges of the wound very accurately together. The suture used for the principal stitches was linen thread, and for the intermediate stitches fine catgut.
As recorded in the report of the case, the scar was unusually firm, for I passed my ALL surgeons must have found that there are certain cases of vesicovaginal fistula in which the repair of the fistula is extremely difficult. In a number of cases the difficulty arises because of the size of the tear, but in others, probably the greater proportion, because the fistula is so difficult to reach per vaginam. This latter difficulty was the reason for the following operation.
The fistula in my case followed a radical operation for carcinoma of the cervix. The carcinoma was far advanced, and in separating the Kerr: Inaccessible Vesico-vaginal Fistula bladder from the cervix I injured the bladder. I tried to repair it as well as I could at the time, but unfortunately a fistula resulted. Some months later the patient came to me in great distress because of this fistula, and asked rie if I could not do something to make her more comfortable. I found the fistula high up in the vault of the vagina, and so inaccessible that I deemed repair by the vagina impossible. I told her that I could do nothing, but a day or two later I thought it might be possible to repair it by the bladder. I therefore 'took her into my wards in the' Glasgow Royal Infirmary and performed the operation as follows:-I made a transverse incision above the pubes and dissected down on to the bladder. I then seized the bladder with two fine volsellum forceps, about 3 in. apart, and opened the vault of the bladder transversely. I could then see the fistula clearly at the base of the bladder, and it was easy to reach it. With a knife I separated off the mucous membrane, and the muscle and mucous memnbrane of the vagina. My idea was to insert two layers of sutures and knot the one in the bladder and the other in the vagina. The bladder stitches I felt sure I could easily insert and tie, but the vaginal stitches were the difficulty. It occurred to me, however, that by taking straight needles and threading one on each end of my suture I could pass these straight needles down into the vagina and tie them there. I therefore proceeded to do this, I pushed the straight needles down into the vagina; I then applied my ligatures to the mucous membrane and completely closed the mucous membrane. I then carefully closed up the wound in the vault of the bladder and closed the abdominal wound. Next I seized hold of the needles which I had pushed into the vagina, removed them, and tied the ligatures firmly. It was a little difficult because they were so high up in the vagina, but with the aid of long pressure forceps I accomplished it quite easily. A self-retaining catheter was inserted into the bladder and retained for two or three days. The patient made an uninterrupted recovery, and the fistula was completely healed. I do not wish at present to claim too much for this operation, for I have employed it only in this one case, but I think that it may prove useful in certain cases. It might not, however, be successful in some of those large vesical tears where it is extremely difficult to get a satisfactory union of the bladder mucous membrane per vaginatm.
As far as I can discover, no one has suggested the procedure described-an intravesical repair of a vesico-vaginal fistula. DISCU SSION. The PRESIDENT recalled the publication of a paper by the late Mr. McGill, of Leeds, in the eighties, on the suprapubic operation for vesico-vaginal fistula, which he himself early followed. The free separation and dissection of the damaged tissues were the main requirements, and he considered the route per vaginam the more effective.
Dr. EDEN said that the closure of a vesico-vaginal fistula by a vaginal operation was much more difficult when the uterus had been previously removed than in one due to obstetric traumatism. The bladder could not be pulled down within reach, and the fistula was usually in the least accessible position-i.e., at the apex of the vagina. He had twice dealt with such a case by an abdominal operation, separating the bladder from the vagina from above downwards. It was, however, a technically difficult operation, and he could well believe that the intravesical route would prove to be easier in many cases. He said there was both simplicity and ingenuity in the technique as demonstrated by Dr. Munro Kerr.
Placenta Praevia, with Vasa Previa; Caesarean Section. By ARTHUR J. McNAIR, M.B. E. M., a frail-looking grey-haired woman, aged 39, was admnitted into Guy's Hospital on August ]1i, 1920, on account of hoemorrhage in the thirty-fifth week of her first pregnancy. I am permitted by the courtesy of Mr. Harold Chapple to report this case. She stated that she awoke at 1.30 a.m., feeling very faint, and she discovered that she was losing profusely from the vagina. Up to then pregnancy had been uncomplicated. On her admission to the hospital half an hour later, the Obstetric Resident was so alarmed at the severe flooding that he immediately inserted a gauze pack into the cervix and vagina, and in so doing ruptured the membranes. When I saw her shortly afterwards, blood was already coming through an efficient vaginal pack. The patient was blanched; her pulse-rate was 140 a minute. The foetus was presenting as a vertex in the first position, and was alive. After removal of the gauze, the cervix was found to be rigid, not taken up, and dilatation was only sufficient to admit one finger with difficulty. A marginal, placenta prsvia was felt. Haemorrhage was so profuse that obviously it had to be stopped quickly. I decided that Caesarean section held out the best hope of saving the woman, because the alternatives of version or the use of a de Ribes' bag both necessitated dilatation of
